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Abstract 
The Role of Diagnosis as a Risk Factor for Minor Aggression in Those With Mental 
Disorder 
Lauren M. Rosenberger 





Previous research has shown that relatively few people with mental disorder commit 
violent acts.  However, those with mental disorder do have a slightly higher propensity 
for violent behavior.  Most of the research in this area has focused on the relationship 
between mental disorder and serious violence.  Few studies have considered the 
relationship between less serious aggression and mental disorder, however.  In addition, 
the relationship between mental disorder and minor aggression may be more complex 
when substance abuse, a powerful risk factor for aggression, is considered.   The purpose 
of this study was to investigate the role of diagnosis as a risk factor for minor aggression 
among former psychiatric patients living in the community using the data from the 
MacArthur Risk Assessment Study (Monahan et al., 2001).  Furthermore, the relationship 
between substance abuse, a powerful violence risk factor, and minor aggression was 
considered.  Results indicated that an affective diagnosis was associated with a 
significantly greater likelihood for the presence aggression, but did not significantly 
affect the overall number of aggressive acts when compared to other diagnoses.  
Although the effect size was small, this may have implications on treatment compliance 
and symptom management as means of mitigating potential aggressive behavior.  Further 
results raise questions regarding how substance use relates differently to psychiatric 
diagnoses when considering the distinct outcomes of violence and aggression.  The 
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Introduction 
Violence toward others has been a longstanding concern in our society.  Those 
with mental disorder have often been considered at greater risk for perpetrating such 
violence.  Analysis of large community studies have found that although relatively few 
people with mental disorder commit violent acts, those with psychiatric disorders have a 
higher propensity for violent behavior (Link, Andrews, & Cullen, 1992; Monahan, 
Steadman, Silver, Appelbaum, Robbins, Mulvey, et al., 2001; Swanson, Holzer, Ganju, & 
Jono, 1990).  Previous research has identified characteristics in psychiatric patients that 
may contribute to a higher propensity for violent behavior; however, few studies have 
examined the relationship between less serious aggression and psychiatric disorders.  In 
addition, this relationship may be more complex when substance abuse, a powerful risk 
factor for aggression, in considered.  The proposed study will analyze data from the 
MacArthur Violence Risk Assessment Study (Monahan et al., 2001) to consider whether 
risk factors for serious violence also apply to less serious aggressive acts, or whether 
different predictors are present.  As Klassen and O’Connor (1996) note, “Different types 
of aggression present different risks and may necessitate different management 
techniques” (p. 245).  More clearly identifying categories of individuals with a propensity 
for less serious aggression should have treatment implications that may differ from those 
applicable to individuals at risk for serious acts of violence.   
Risk Factors for Violence 
Risk factors for violence are variables associated with an increase in the 
probability of the occurrence of violence such as personal characteristics, behaviors or 
situations.  Subtypes of these variables include individual, historical, contextual, and 
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clinical factors.  Individual factors consist of personal characteristics such as 
demographic, cognitive, and personality variables.  Historical factors are prior events that 
increase the current potential for violent behaviors such as past involvement in criminal 
or violent activity or past psychiatric hospitalizations.  Contextual factors refer to current 
environmental situations like the presence and nature of social support or networks.  
Finally, clinical factors are symptoms of mental deficits or diagnosis (Monahan & 
Steadman, 1994).   
Also important to the study of violence risk, Klassen and O’Connor (1996) 
suggest important assumptions to consider when studying violent behavior.  First, 
violence is not a fixed variable and therefore may be distributed differently and 
continually throughout the sample population.  Second, violence may take many 
forms…it may be “heterogeneous” (p. 229).  For that reason, it is important to look at the 
different forms of violence and emerging patterns.  Third, other variables exist in the 
sample population that may contribute to or affect a violent outcome such as individual, 
historical, contextual, and clinical factors.  Last, the outcome of violence may depend on 
the interaction between multiple independent variables in the sample.  The proposed 
study will focus primarily on clinical factors: a positive history of mental disorder, 
particularly specific diagnoses.  An interaction with co-occurring substance abuse or 
disorder will also be examined. 
Crime and Violence in the United States 
In 1996, the World Health Assembly (WHA) adopted a resolution declaring 
violence a global public health priority.  Although the overall trend of crime and violence 
in the United States has declined in the last decade, it still remains a large concern on 
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both political and public agenda.  The U.S. has two main programs designed to collect 
and report data regarding the prevalence of crime: the Uniform Crime Reporting (UCR) 
program and the National Crime Victimization Survey (NCVS).   
The Department of Justice collects information annually though the Federal 
Bureau of Investigation’s Uniform Crime Reporting program estimating the number and 
rate of four violent crimes in the United States: murder and non-negligent manslaughter, 
forcible rape, robbery, and aggravated assault (United States Department of Justice, 
2008).  From the mid 1990’s until 2004, the overall rate of violent crime continually 
declined, reaching its lowest point in 2004 at 465.5 offences per 100,000 inhabitants 
(United States Department of Justice, 2005).  In 2005, the overall rate of violent crime 
increased 1.3 percent relative to 2004 (United States Department of Justice, 2006), and in 
2006, it again increased 1.9 percent relative to 2005 (United States Department of Justice, 
2007).  However, according to statistics for 2007, the overall rate of violent crime 
dropped 0.7 percent relative to 2006. This was the first decrease since 2004.  
Additionally, a drop was seen in the rate of each of the four types of violent crime 
(United States Department of Justice, 2008).  Accordingly, during the first six months of 
2007, the number of prisoners under state and federal jurisdiction rose only 1.6%, 
significantly less than the 2% in the first six months of 2006 (Sabol & Couture, 2008). 
Although crime statistics are useful sources of information, they portray a limited 
picture of crime and violence in the United States.  Much violence is unreported, without 
police involvement, or not documented in official arrest records.  Therefore, self-report 
measures of violence are another important measure used to indicate the rate of crime in 
the United States.  The Bureau of Justice Statistics collects information through the 
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National Crime Victimization Survey, composed of annually-obtained data from a 
nationally representative sample of U.S. households regarding information on criminal 
victimization.  It includes data on violent crimes (rape/sexual assault, robbery, aggravated 
assault and simple assault), property crimes (burglary, motor vehicle theft and property 
theft), and personal theft (pocket picking and purse snatching). Those data show that 
from 1998 to 2007, the rate of both violent crime and property crime decreased 
significantly (43% and 33%, respectively).  Since 2005, the overall rate of violent crime 
has remained stable, at 20.7 per 1,000 persons in 2007 (Rand, 2008).  
Research has examined the limitations of self-reports compared to official records 
for crime and violence and found that subjects with arrest records failed to indicate prior 
arrest history on self-reports, especially for less serious crimes of greater frequency 
(Babinski, Hartsough, & Lambert, 2001; Farrington, 1995).  Also, underreporting of 
more serious crimes occur in self-report when compared to official arrest record in 
frequency (Babinski et.al, 2001; Huizinga & Elliott, 1986) and content (Kroner, Mills, & 
Morgan, 2007). Furthermore, a positive bias for arrests history in self-report measures 
has also been documented (Kirk, 2006; Maxfield, Weiler, & Widom, 2000).  Babinski 
and colleagues (2001) suggest, “self-reported measures rely on the individual’s truthful 
and accurate report of criminal activity.  Official arrest records, on the other hand, are 
limited to police contact and rely on accurate and consistent record keeping” (p. 44).  
Given this information, it is suggested that official records and self-report measures be 
used in conjunction to gain a clear view of crime and violence.   
Finally, research has shown that personal characteristics correlate with a higher 
frequency of incarceration and recidivism. Men, minorities, and younger offenders are 
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incarcerated (Pettit & Western, 2004, Elliott, 1994) and recidivate more frequently 
(Gainey, Payne, and O’Toole, 2000; Ulmer, 2001) than other groups.  Moreover, those 
who reside in disadvantaged neighborhoods are both exposed to violence (e.g. Sheidow, 
Gorman-Smith, Tolan, & Henry, 2001) and recidivate (e.g. Kubrin & Stewart, 2006) at a 
greater rate.  Congruently, young, African American, men are more likely than other 
groups to be treated by hospital Emergency Departments for violence-related injuries 
(Boyle & Hassett-Walker, 2008). 
The Prevalence of Mental Disorder in the United States 
 Nearly two decades ago, the results of the National Institute of Mental Health's 
(NIMH) Epidemiologic Catchment Area Study (ECA) suggested that the lifetime 
prevalence of mental disorder in America was 32 percent, with one in five American 
adults experiencing active symptoms within the previous year.  The ECA study, which 
aimed to measure the prevalence of untreated mental disorder in a community population 
in five U.S. cities, employed the NIMH Diagnostic Interview Schedule (DIS; Robins et 
al., 1981).  The DIS is a structured interview designed to be administered by trained lay 
persons to generate diagnosis according to the standard of the Diagnostic and Statistical 
Manual of Mental Disorders, third edition (APA, 1987).  The diagnoses considered in the 
study were schizophrenia or schizophreniform disorder, affective disorders (such as 
major depression, mania or bipolar disorder), alcohol and drug abuse or dependence, and 
anxiety disorders (including obsessive compulsive disorder, panic disorders, and phobias) 
(Robins and Regier, 1991). 
Ten years later, results from a report using the Third National Health and 
Nutrition Examination Survey (NHANES III) suggested that the overall lifetime 
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prevalence of mood disorders was higher than previously suggested.  Using the DIS as 
one component of the NHANES III, the report estimated the lifetime prevalence of major 
depressive episode, dysthymia, and bipolar disorder among a nationally representative 
sample of the U.S. citizens.  When compared to ECA estimates, the prevalence for major 
depressive episode (8.6%), dysthymia (6.2%), and bipolar disorder (1.6%) were higher in 
the NHANES III study (Jonas, Brody, Roper, & Narrow, 2003).   
The current annual prevalence estimate of mental disorder in the United States is 
26.2 percent of the adult population 18 years and older.  Among those diagnosed with a 
disorder, an estimated 59.6 percent are classified as moderate to serious, translating to 
nearly 44 million people.  This estimate comes from a study designed to measure 12-
month prevalence, severity, and comorbidity of anxiety, mood, impulse control, and 
substance disorders in the US National Comorbidity Survey Replication, a nationally 
representative household survey of English speaking adults in the United States.  Mental 
disorders were diagnosed based on the Diagnostic and Statistical Manual of Mental 
Disorders, fourth edition (American Psychiatric Association, 1994).  The highest 
prevalence of mental disorder were attributed to anxiety (18.1%) followed by mood 
disorders (9.5%), impulse control (8.9%) and substance use (3.8%) (Kessler, Chiu, 
Demler, Merikangas, & Walters, 2005).  
A follow up study conducted between 2001 and 2003 showed that the lifetime 
prevalence estimate of mental disorder is 46.4%, suggesting that approximately half of 
Americans will meet the criteria for a DSM-IV disorder sometime in their life.  
Furthermore, the lifetime prevalence of anxiety disorders is 28.8%, followed by mood 
disorders at 20.8%, impulse control disorders at 24.8% and substance use disorders at 
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14.6%. (Kessler, Berglund, Demler, Robert, Merikangas, & Walters, 2005).  Moreover, 
the rate of treatment for mental disorder had increased from the 1990’s to approximately 
one third; however, a large number of those with mental disorder are still not receiving 
treatment (Kessler, Demler, Frank, Olfson, Pincus, & Walters, 2005).  
Violence and Mental Disorder 
History of Violence Among Those with Severe Mental Disorder 
The nature of the link between violent behavior and mental disorder has been 
examined for decades.  Early studies reported that former psychiatric patients discharged 
from state hospitals were less likely to be involved in crime and subsequently arrested 
than members of the general public (Brill & Maltzberg, 1962; Cohen & Freeman, 1945; 
Pollock, 1938).  However, later investigations reported slightly different findings.  Arrest 
rates for former psychiatric patients were similar or even reflected a higher correlation 
compared to arrest rates of non-patients (Durbin, Pasewark, & Albers, 1977; Rappeport 
& Lassen, 1965; Teplin, 1984).  Furthermore, other research suggested that those with 
mental disorder are substantially more likely than the general population to be involved 
in violent acts (Zitrin, Hardesty, Burdock, & Drossman, 1976).  In one study, Steadman, 
Cocozza and Melick (1978) examined arrest rates for two samples of former psychiatric 
patients from the year 1968 and the year 1975.  Findings indicated that very few patients 
were arrested in the follow up period of 1.5 years (6.9% and 9.4% respectively) and even 
fewer were arrested for violent crimes (.9% and 1.7% respectively).  However, when 
rates of arrests were compared to those of the general population, former patients were 
2.7 times as likely to be arrested than the general population in the 1968 sample (73.5 as 
compared to 27.53 per 1,000) and 3 times as likely for the 1975 sample (98.5 as 
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compared to 32.51 per 1,000).  A similar pattern existed for violent crime in both 
samples.   
Steadman (2000) noted that several factors need to be considered when reviewing 
the history of mental disorder and violent behavior.  One of the most important is the 
independent development of research in mental health and in violence, respectively.  
Also, in many of the early studies, alcohol and substance use were classified as a single 
mental disorder rather than viewed separately or as co-occurring disorders.  Moreover, 
many incidents of violent behavior among the patient samples can be attributed to those 
with these disorders.  Finally, the early method for predicting violence among psychiatric 
patients focused on dangerousness to others as reason for civil commitment, a legal rather 
than clinical concept or a behavior. 
Violence Among Those with Severe Mental Disorder Today 
The MacArthur Violence Risk Assessment Study (Monahan et al., 2001) is 
arguably the most influential study examining violence among those with mental disorder 
today.  Using self report, information collected from a collateral informant, and official 
records, investigators documented the behavior of 1,136 inpatient psychiatric patients for 
one year following discharge in three American cities and assessed their rate of violence 
every ten weeks.  Mental disorder was evaluated using the Diagnostic and Statistical 
Manual of Mental Disorders, III-R (APA, 1987).  The study included two types of 
aggression.  Behaviors reflecting serious aggression were termed “serious acts of 
violence” and defined as acts of battery resulting in physical injury, sexual assaults, 
assaultive acts that involved the use of a weapon, or threats made with a weapon.  A 
second category for less serious aggression is termed “other aggressive acts” and defined 
9 
      
 
as incidents of battery that did not result in physical injury.  There was a significant 
difference in the prevalence of violence between individuals diagnosed with a mental 
disorder and individuals in the general population.  According to the data collected in the 
first ten week period after discharge, the rate of violence was 6.9% higher in those with 
mental disorder (11.5%) than those living in the community (4.6%)(Monahan et al., 
2001).  
Similar results were found in the Epidemiologic Catchment Area Study.  Violence 
was measured using five questions on the DIS pertaining to violent behavior.  If a 
participant responded positively to one of five questions and reported that the behavior 
occurred within the preceding twelve months before the interview, the participant was 
positive for violent behavior.  However, since no quantitative measure of violence was 
given, differences in the frequency or severity of the violent act could not be determined; 
the data only reflected the presence or absence of violent acts among different mental 
disorders.  Results indicated that among those who reported being violent in the twelve 
months prior to the interview, 55.5 percent were diagnosed with a mental disorder 
compared to 19.6 percent of those who reported no violence (Swanson, Holzer, Ganju, & 
Jono, 1990). 
There are various possible explanations for these findings.  First, those who are 
affected by mental disorder may have a higher prevalence of thoughts of harm to others 
than do those in the general population.  One study shows that during psychiatric 
hospitalization, approximately one third of the patients reported experiencing recent 
thoughts of violence towards others, which was twice as high as the prevalence of similar 
thoughts in the community non-patient sample.  Some 20-30 percent of those reporting 
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such thoughts while hospitalized continued to experience them after discharge and 
persistently across time.  Results also showed that patients with greater symptom severity 
were more likely to imagine violence and those who reported violent thoughts were more 
likely to engage in violent behaviors after discharge than those who did not (Grisso, 
Davis, Vesselinov, Appelbaum, & Monahan, 2000).  It may be important, therefore, to 
understand the causes of the violent thoughts that lead to violent behavior.  Grisso and 
colleagues (2000) suggested that the causal link may involve the presence of “accessible 
schemas.”  As a result, those who imagine violence may be more likely than those who 
do not to call on accessible schemas when presented with stressful events.  
Furthermore, researchers have questioned whether mental disorder itself was the 
primary cause of violent behavior or if other, co-existing variables, were significantly 
contributing.  Link and colleagues (1992) conducted a study to determine if the 
association between violence and mental disorder can be explained by factors other than 
the presence of a psychiatric diagnosis.  They suggested that sociodemographic variables 
and biased arrest records contribute to the belief that those with mental disorder are at 
higher risk for violent behavior than those from the general public.  Investigators 
hypothesized no relationship between psychiatric disorder and violent behavior when 
other variables were controlled, but found that former patients showed higher rates of 
violence using multiple measures.  Additional findings indicated that there was no 
evidence that social variables were associated with higher rates of violence among former 
patients.   
Skeem and colleagues (2006) also studied whether a psychiatric diagnosis was 
causally related to violent behavior.  Looking at the involvement of violent behavior in 
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high-risk patients, investigators examined symptom fluctuations that may account for 
violent behavior within individuals over time.  Over a period of six months, information 
regarding symptoms was obtained weekly using the BSI (Derogatis & Melisaratos, 
1983), a self-report inventory administered weekly in which participants would rate the 
degree to which they had experienced symptoms.  The nature, frequency, and severity of 
violent behavior were recorded during weekly interviews.  Results indicated that 
increased anger preceded violent behavior in high-risk patients; however, there was no 
evidence that other symptom constellations such as anxiety, depression, or general 
psychological distress related to violence.   
Finally, the rate of violence among those with mental disorder may be affected by 
factors relating to lack of housing resources.  For example, Swanson et al. (2002) found 
that homelessness was associated with violent crime in those with mental disorder after 
controlling for history of psychiatric hospitalization and self-rated mental health status.  
Previous research has also shown that a disproportionate number of people with mental 
disorder are arrested and incarcerated (Fazel & Danesh, 2002; Teplin, 1984; Teplin, 
1990), with many of those arrested having been homeless (James & Glaze, 2006).  
Furthermore, those who are homeless and have a higher rate of severe mental disorder 
and co-occurring drug and alcohol abuse (McNiel & Binder, 2005).   
Homelessness appears to be correlated with mental disorder due to the 
deinstitutionalization of psychiatric patients (Lamb & Weinberger, 1998; Markowitz, 
2006; Mechanic & Rochefort, 1990).  Given that psychiatric hospitals provide residence 
for individuals with mental disorder and that there are limited community housing 
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resources for the mentally ill, psychiatric hospital capacity is inversely related to crime 
and arrest rates (Lamb & Weinberger, 2001; Markowitz, 2006).   
Although the data suggest that mental disorder is a risk factor for violence, 
Friedman (2006) notes that due to the rarity of mental disorder among the total 
population, the estimate of the proportion of overall violence in our society attributable to 
those diagnosed with severe mental disorder is approximately 3 to 5 percent.  Therefore, 
very little of the overall violence is caused by those with psychiatric problems.   
Specific Psychiatric Disorders as a Risk Factor for Violence  
The relationship between specific psychiatric disorders and violence is a mixed 
picture.  For example, some have found that violent behavior is positively correlated with 
affective disorders (Elbogen, Van Dorn, Swanson, Swartz, & Monahan, 2006; Monahan, 
2002; Swanson et al., 1990) whereas others have linked violence and psychotic disorders 
(Link, et al., 1992; Tardiff, 1984) or psychotic symptoms like those that may occur in 
manic episodes of bipolar disorder (Schwartz, Petersen, & Skaggs, 2001).  
Elbogen and colleagues (2006) conducted a study of 1,011 males and females 
receiving outpatient services for psychiatric disorders.  “Serious violence” was defined as 
any assault with a lethal weapon resulting in injury, threat with a lethal weapon, or sexual 
assault.  A lesser form of aggression, simple assault, was also measured and defined as 
without the use of a lethal weapon or resulting in injury.  Over an observation period of 
six months, 3.52% of those with a psychotic diagnosis reported engaging in serious acts 
of violence, as compared to 7.19% of those with a non-psychotic, affective disorder 
diagnosis.  In addition, a smaller percentage of those with psychotic disorders (9.45%) 
than those with affective disorder diagnosis (17.99%) reported engaging in less 
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aggressive acts.  Similar results were observed by Swanson et al. (1990), who noted that 
the prevalence of affective disorders was higher than that of schizophrenia or 
schizophreniform disorders among those who reported a positive history of violence 
(9.37% versus 3.92%, respectively).  Also, a higher prevalence of these disorders was 
seen in those who were violent compared to those who were not (2.95% versus 1.03%, 
respectively).   
Conversely, Link et al. (1992) examined alternative explanations for the 
relationship between violence and mental disorder.  Participants consisted of patients and 
community residents from the Washington Heights section of New York City and were 
administered measures relating to violent/illegal behavior.  Specifically, the Psychiatric 
Epidemiology Research Interview [PERI] used to measure the presence of psychotic 
symptoms during the time of offence.  Results indicated that greater rates of violence 
were attributed to those who reported psychotic symptoms.   
Schwartz and colleagues (2001) investigated homicidal ideation and intent in 
relation to current emotional states, psychotic symptoms, functional abilities, and 
environmental stressors in those with schizophrenia.  Results showed that manic 
symptoms, psychotic symptoms, and impaired global functioning correlated with 
homicidal ideation and intent.  Perhaps more importantly, they found that as 
symptomology in those with schizophrenia increased (specifically positive symptoms and 
hyperactivity or mania), homicidal ideation increased as well.  Yet other results have 
shown that specifically, in those experiencing psychotic symptoms, violent behavior is 
more likely to be motivated by delusions rather than hallucinations (Swanson, Borum, 
Swartz, & Monahan, 1996; Taylor, 1985; Taylor, Leese, Williams, Butwell, Daly, & 
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Larkin, 1998).  It is still unclear whether the specific relationship between violence and 
symptomology is stronger than the relationship between broader diagnosis and violence. 
Substance Abuse and Mental Disorder as Risk Factors for Violence 
 Studies have shown that violence is related to both mental disorder and substance 
use independently as well as when these co-occur.  Elbogen and colleagues (2006) 
reported that substance misuse, assessed with modified questions from the CAGE 
questionnaire (Allen et al., 1988), had a positive association with assaultiveness.  Eronen, 
Tiihonen, and Hakola, (1996) found that the co-occurrence of schizophrenia and a 
substance-related disorder increased this risk to seventeen times that of the general 
population.  Clark and colleagues (1999) examined individuals with co-occurring 
substance use disorders and mental disorder and found that 83% of participants had 
contact with the legal system and 44% were arrested one or more times.  These studies, as 
well as others that will be explained in further detail, show that substance use increases 
the risk of violence among those who are mentally ill and among those who are not. 
Research from the MacArthur Violence Risk Assessment Study (Monahan et al., 
2001) suggests a link between severe mental disorder and violent behavior that is 
contingent upon the presence of substance abuse or dependence.  According to the data, 
49.6% of those with depression, 41% of those with schizophrenia, 37.7% of those with 
bipolar disorder, and 45% of those with other psychotic disorders have co-occurring 
substance abuse or dependence.  Results indicated that the one year rate of violence for 
major mental disorder [MMD] co-occurring with substance abuse (31.1%) was almost 
twice as high as the rate of violence for just those with MMD alone (17.9%), suggesting 
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that co-occurring diagnoses function as a prominent risk factor for violent behavior 
(Monahan et al., 2001).   
Additionally, Grisso and colleagues’ (2000) study regarding the prevalence of 
thoughts of harm and actual violence may provide evidence to support this claim as well.  
The study considered three diagnostic groups.  The first consisted of major mental 
disorder with no substance abuse or dependence ([MMD-NSA] group).  The second 
group included individuals with major mental disorder as well as a diagnosis for 
substance abuse or dependence ([MMD-SA] group).  The third group consisted of 
individuals with “other” mental disorders (e.g., personality or adjustment disorder), and a 
co-occurring substance abuse or dependence diagnosis ([OMD-SA] group).  The 
instrument used to measure imagined violence was the Schedule of Imagined Violence 
[SIV], a structured set of eight questions with coded response categories.  At baseline, 
339 of the 1,136 patients were SIV+, meaning imagined violence was present, but the 
percentage decreased over time.  Specifically, SIV+ prevalence among patients was 
significantly higher at baseline for patients with diagnoses involving substance abuse or 
dependence.  MMD-NSA patients exhibited a lower prevalence of violent incidents when 
compared to MMD-SA patients.  On the other hand, OMD-SA patients exhibited the 
highest prevalence of violent behavior, consistent with the observation that substance 
abuse is associated with greater risk for violence among the mentally ill (Grisso, et al., 
2000).  
The National Institute of Mental Health Epidemiologic Catchment Area Study 
(Robins & Regier, 1991) also provides evidence that substance abuse increases the 
propensity for violence in those who are diagnosed with psychiatric disorders.  In this 
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study the participants were divided into four groups: no major mental disorder, major 
mental disorder only, substance abuse or dependence only, and major mental disorder and 
substance abuse.  Results indicated that in relation to life-time prevalence of violence, 
those with no major disorder were responsible for 7.3% of violent acts within the sample, 
those with major mental disorder alone, were responsible for 16.1%, individuals with 
substance abuse and dependence alone, were responsible for 35%, and those with co-
occurring substance abuse and major mental disorder were responsible for 43.6%.  
Looking specifically at individual psychiatric disorders regarding violence, 8.4% of 
respondents who met criteria for “schizophrenia only” reported engaging in violent 
behavior within the previous year, but that number rose to 12.7% when including a co-
occurring diagnosis of substance abuse.  Finally, results indicated that 25% of those with 
alcoholism alone had reported violent behavior during the same time suggesting the 
substance use independently of mental disorder is a risk factor for violent behavior 
(Swanson et al., 1990).  
Minor Aggression and Mental Disorder 
Steadman and colleagues (1998) examined the individual frequency rates of 
violence and other aggressive acts among those with psychiatric disorders during a one 
year follow-up period of the MacArthur Violence Risk Assessment Study (Monahan et 
al., 2001).  For both patient and community samples, the behaviors that were termed 
“serious acts of violence” were primarily kicking, biting, choking, hitting, beating up, 
threat with a weapon in hand, or weapon use (Steadman et al., 1998).   According to 
results from Monahan et al. (2001), across the 1-year follow-up period the most frequent 
violent acts involved hitting or beating up someone (49%) followed by weapon use or 
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threat (29%).  The acts that were termed “other aggressive acts” were primarily throwing 
objects, pushing, grabbing, shoving, or slapping (Steadman et al., 1998).  A total of 74% 
of the acts involved slapping, shoving, grabbing, or throwing objects.  The mean number 
of violent acts (1.6) compared to other aggressive acts (2.5) committed per individual per 
any given follow-up period was substantially lower.  Accordingly, across all periods, the 
mean number of violent acts (2.12) was less than half that of other aggressive acts (4.64).  
Moreover, there were significant differences between those with major mental disorder 
(3.67) versus those with co-occurring major mental disorder and substance abuse (5.10) 
regarding other aggressive acts across the entire follow-up period (Monahan et al., 2001).  
These findings suggest that less severe acts of aggression occur more frequently, and 
therefore, warrant further investigation. 
Needed Research  
Although there is a great deal of research examining serious violence among those 
with mental disorder, relatively little of this work has considered less aggressive behavior 
in the same population.  The lack of research investigating the relationship between 
mental disorder and lesser aggressive acts is problematic, considering the high rate of 
prevalence of “other aggressive acts” and the inherently problematic nature of the 
behavior.  Therefore, it may be beneficial to understand more about the relationship or 
other factors that may be involved.  The proposed study will examine the relationship 





      
 
Hypotheses 
The following hypotheses are proposed for the present study: 
(1a) An affective disorder diagnosis (depression, dysthymia, mania, bipolar, and 
cyclothymia) will be associated with a significantly higher rate of level 2 aggression 
(“other aggressive acts”) relative to other diagnoses; 
(1b) An affective disorder diagnosis will be significantly more likely among those who 
engaged in one or more acts of level 2 aggression relative to other diagnoses;  
(2a) The presence of substance abuse will be associated with a significantly higher rate of 
level 2 aggression in those with an affective disorder diagnosis;  
(2b) The presence of substance abuse will significantly increase the likelihood of level 2 
aggression in those with an affective disorder diagnosis;  
(3a) The presence of substance abuse in those with an affective disorder diagnosis will be 
associated with the highest rate of level 2 aggression; 
(3b) The presence of substance abuse in those with an affective disorder diagnosis will be 
associated with the highest likelihood of level 2 aggression. 
Method 
Participants 
 The data to be analyzed in this study were drawn from a database archived by 
researchers who conducted the MacArthur Violence Risk Assessment Study (Monahan et 
al., 2001).  Participants were 1,136 male and female acute civil patients between the ages 
of 18 and 40 years from inpatient psychiatric hospitals located at three sites:  Western 
Psychiatric Institute and Clinic, Pittsburgh, PA; Western Missouri Mental Health Center, 
Kansas City, MO; and Worcester State Hospital and the University of Massachusetts 
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Medical Center, Worcester, MA.  Inclusion criteria consisted of (1) civil admissions, (2) 
between the ages of 18 and 40 years, (3) English speaking, (4) white, African American, 
or Hispanic ethnicity, and (5) a medical record diagnosis of thought or affective disorder, 
substance abuse, or personality disorder.  Participants were excluded if they had been 
hospitalized for 21 days or more before the start of the study.  The median length of stay 
was 9 days.  Data collection began in mid-1992 and ended in late 1995 (Monahan et al., 
2001; Steadman et al., 1998).  
Procedures 
Hospital Data Collection. Hospital data were obtained by both a research 
interviewer and research clinician (PhD or MA/MSW) after obtaining informed consent 
to participate.  The role of the research interviewer was to collect demographic and 
historical data from the patients.  The role of the research clinician was to confirm the 
clinical diagnosis on record for each participant using the DSM-III-R checklist or the 
Structured Interview for DSM-III-R Personality when no Axis I diagnosis was present.  In 
85.6% of participants the checklist diagnosis corresponded to the existing diagnosis.  
Those that were not consistent were further evaluated and resolved by a consulting 
psychiatrist at each site.  Patients remaining in the hospital for more than 145 day (N = 3) 
were dropped from the study.  Additional information to supplement interviews was 
obtained from patients’ charts.  To obtain information on sample bias, similar medical 
record information was collected for a random sample of patients (<1000 at each site) 
who were eligible for the study but not enrolled.   
Post-Discharge Data Collection. Participants were contacted in the community 
after discharge from the hospital by research interviewers and interviewed 5 times (every 
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10 weeks) for a period of 1 year.  Interviews took place in person (89%) or by telephone 
(11%).  Interviews were tape recorded as to promote quality control and to aid in coding 
at a later time.  Participants were paid for each follow-up interview.  At the same time a 
collateral informant was also interviewed in person (45%) or via telephone (55%).  
During each follow-up interview, the patient was asked to nominate a person who was 
familiar with the patient’s behavior in the community as a collateral.  The collateral was 
to have at least weekly contact with the former patient, or a replacement collateral would 
be suggested.  Informants were also paid.  Rehospitalization and arrest records were also 
obtained to further evaluate participants.  
Violence Coding and Reconciliation.  Patients and collateral informants were 
asked if the participant had engaged in several categories of aggressive behavior within 
the last 10 weeks.  If a positive response was obtained, detailed information about each 
act was collected including the number of times committed, location, and target.  A more 
comprehensive description of the procedures used in the MacArthur study of violence 
risk can be found elsewhere (Monahan et al., 2001; Steadman et al., 1998). 
Materials 
The materials in this study include the DSM-III-R checklist (Janca & Helzer, 
1990), a method for screening individuals receiving mental health treatment for major 
psychiatric disorders, and the Structured Interview for DSM-III-R Personality (Pfohl, 
Blum, Zimmerman, & Stangl, 1989), a method for personality disorder screening among 
individuals receiving mental health treatment.  Serious violence was defined as “acts of 
battery resulting in physical injury; sexual assaults; assaultive acts that involved the use 
of a weapon; or threats made with a weapon.”  A second category for less severe 
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aggression was termed “other aggressive acts” and was defined as “incidents of battery 
that did not result in physical injury” (Monahan et al., 2001, p. 17).   
Analyses 
 For the purpose of this study, diagnoses were divided into two groups.  
“Affective disorders” included depression, dysthymia, mania, bipolar, and cyclothymia, 
while “psychotic disorders” included schizophrenia, schizophreniform, schizoaffective 
disorder, brief reactive psychosis, delusional disorder, and atypical psychosis.  
Preliminary analyses examined characteristics of the sample to determine if significant 
differences were present between diagnostic groups and, therefore, any need for 
covariates. 
 To test hypotheses 1a, 2a, and 3a, two-way analyses of variance (ANOVA) was 
used to measure the effect of the diagnostic group (affective or psychotic) and the 
presence or absence of substance abuse on the number of level 2 aggressive acts during 
the outcome period.  Given that the independent variable was categorical and the 
aggression outcome variable was continuous, this statistical strategy was appropriate.   To 
test hypotheses 1b, 2b, and 3b, chi-square analyses were used to measure the relationship 
between the diagnostic group (affective or psychotic) and the presence or absence of 
substance abuse, and the likelihood of engaging in one or more acts of level 2 aggression 










Preliminary analyses were conducted to examine characteristics of the sample (n 
= 1136) to determine if significant differences were present between diagnostic groups.  
Diagnostic groups were psychotic disorder (21.6%; n = 245) and affective disorder 
(52.6%; n = 598).  Two chi-square analyses were conducted to examine whether the 
gender or race was related to diagnostic group.  A chi-square analysis indicated that there 
were significant differences between diagnostic groups when considered by gender, χ2(3, 
n = 1136) = 23.65, p = .001, Cramer’s V = .144.  Men were overrepresented in the 
psychotic and substance disorder categories (64.5% and 68%, respectively).  There was 
also a significant difference between diagnostic groups when considered by race, χ2(6, n 
= 1136) = 79.68, p = .001, Cramer’s V = .187.  Caucasian individuals had the greatest 
overrepresentation in the affective disorder category (78%).  Additionally, a one-way 
ANOVA comparing age between groups yielded non-significant results, F(22, 1113) = 
.888, p = ns.  Preliminary descriptive statistics showed that of the 1136 participants, 
42.3% (n = 481) had current substance use; 58.4% of those with psychotic disorder, 
followed by 53% of those with affective disorder.  Current substance use was absent in 
all participants with personality disorder and, understandably, present in 100% of those 
with a substance disorder diagnosis.   
Primary Hypotheses  
Sample size, alpha level, and effect size are the components of power.  In the 
present study, the power was acceptable at the given sample size, therefore a 
conventional alpha level of .05 was employed for all analyses.  Regarding hypothesis 1a, 
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results of an independent t-test indicated that the rate of level 2 aggression among 
participants with an affective disorder diagnosis (M = 1.50, SE = .11) did not differ from 
those without an affective disorder diagnosis (M = 1.44, SE = .11), t(1134) = -.42, p = ns.  
Hypothesis 1a was not supported, therefore. 
Consistent with hypothesis 1b, there was a significant association between the 
type of diagnosis and the presence or absence of level 2 aggression, χ2(3, n = 1136) = 
9.53, p = .012, with Cramer’s V coefficient reflecting a small effect size of .092.  Of those 
included in the sample (n = 1136), 53.5% of those engaged in level 2 violence carried an 
affective disorder diagnosis, followed by 25.9% of those with a substance disorder 
diagnosis, 18% with a psychotic disorder diagnosis, and 2.6% with personality disorder 
diagnosis (see Table 1).  Hypothesis 1b was supported, therefore. 
Regarding hypothesis 2a, results of an independent t-test indicated that in those 
participants with an affective disorder diagnosis, the presence of substance abuse was 
associated with a higher rate of level 2 aggression (M = 1.71, SE = .17), than those 
without the presence of substance abuse (M = 1.32, SE = .15).  Hypothesis 2a was 
supported at a statistically significant level, t(596) = -1.71, p = .044; however, based on 
Cohen’s effect sizes for r (small = .10, medium = .30, and large = .50; Cohen, 1977) it 
reflects a small sized effect (r = .07).  
Consistent with hypothesis 2b, there was a significant association between the 
presence of substance use and level 2 aggression in those with an affective disorder 
diagnosis, χ2(1, n = 598) = 7.95, p = .003, with a Cramer’s V coefficient reflecting a small 
to medium effect size of .115.  Of those in the sample (n = 598), 53.3% of those engaged 
in level 2 violence also had current substance use.  Based on the odds ratio, participants 
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with affective disorder were 1.59 times more likely to commit level 2 violence if 
substance use was present (see Figure 1).  Hypothesis 2b was supported. 
Regarding hypothesis 3a, initial test assumptions for a two-way ANOVA were not 
met.  Levene’s test indicated unequal variances (F = 9.275, p < .001), and therefore 
overall results must be interpreted with caution.  A 2x2 ANOVA with substance use 
(present or absence) and diagnosis (affective or psychotic disorder) as between-subjects 
factors revealed main effects for substance use, F(1, 5438.4) = 7.843, p = .003, and 
diagnosis, F(1, 5438.4) = 5.953, p = .008, on rate of level 2 violence. These main effects 
were not qualified by an interaction, F(1, 5438.4) = 0.674, p = .206 (see Figure 2 and 
Figure 3).  Therefore, hypothesis 3a was not supported. 
 Contrary to hypothesis 3b, there was no significant association between 
substance use and diagnosis in those who committed level 2 violence, χ2(1, n = 361) = 
1.87, p = ns.  The greatest percentage of participants that committed level 2 violence were 
those with an affective disorder diagnosis and co-occurring substance use (40%) followed 
by affective disorder alone (35%), psychotic disorder alone (14%), and psychotic 
disorder with substance use (11%) (see Figure 4).  Hypothesis 3b was not supported. 
Discussion 
Research has indicated that those with mental disorder have a higher propensity 
for violent behavior compared to the general population (Link et al., 1992; Monahan et 
al., 2001; Swanson et al., 1990).  However, the relationship between less serious 
aggression and mental disorder has rarely been examined.  The purpose of this study was 
to investigate the role of diagnosis as a risk factor for minor aggression among former 
psychiatric patients living in the community using the data from the MacArthur Risk 
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Assessment Study (Monahan et al., 2001).  Furthermore, the relationship between 
substance abuse, a powerful violence risk factor, and minor aggression was considered.   
Previous literature generated mixed results regarding the relationship between 
diagnosis and violence risk (Elbogen et al., 2006; Link, et al., 1992; Monahan, 2002; 
Schwartz et al., 2001; Swanson et al., 1990; Tardiff, 1984).  According to Monahan et al. 
(2001), the MacArthur risk study results suggested that a psychotic disorder diagnosis, 
specifically schizophrenia, was associated with a lower rate of violence than once 
believed.  Indeed, an affective disorder diagnosis of depression or bipolar disorder was 
associated with the highest rates of violence.  Therefore, it was theorized for the present 
study that a similar relationship would exist regarding lesser forms of aggression: those 
who report recent involvement in aggressive acts are more likely to also carry a diagnosis 
of affective disorder.   
However, contrary to this hypothesis, results from the current study suggest that 
the rate of aggression among participants with an affective disorder diagnosis did not 
significantly differ from those with other diagnoses.  Interestingly, there was an 
association between the type of diagnosis and the presence or absence of minor 
aggression.  Somewhat consistent with previous research (Elbogen et al., 2006), the 
greatest number of participants who reportedly engaged in aggressive acts had an 
affective disorder diagnosis (54%).  Although the effect size was small, this may have 
implications on treatment compliance and symptom management as means of mitigating 
potential aggressive behavior.   
 Additional findings were consistent with existing research (e.g., Swanson et al., 
1990) regarding the positive relationship between substance use and aggression.  Results 
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concerning how concurrent substance use contributes to the rate of aggression in those 
with an affective disorder diagnosis yielded interesting results.  A key finding of the 
present study suggests that affective disorder and co-occurring substance use combine to 
yield a significantly greater likelihood for the presence aggression, and significantly 
affect the overall number of aggressive acts.  Of those in the sample, more than half 
reporting substance use (53%) were involved in aggression, providing further support to 
previous findings that substance use is a risk factor for aggression in those with mental 
disorder (Monahan et al., 2001).  However, Monahan et al. (2001) also suggested that the 
association between violence and mental disorder is contingent upon substance use.  
When examining minor aggression, it is unclear from the results of this study if substance 
use or diagnosis accounts for a greater percentage of the variance in the relationship.  
Further research regarding co-occurring disorders may be helpful in gaining a greater 
understanding of potential risk factors for aggression.   
In addition, the greatest percentage of participants who engaged in level two 
violence were those with an affective disorder diagnosis and co-occurring substance use 
(40%) followed by affective disorder alone (35%), psychotic disorder alone (14%), and 
psychotic disorder with substance use (11%).  These findings suggest that the effects of 
substance use may not be generalized to all individuals with mental disorder in regards to 
aggression.  Various explanations of these findings are possible.  One such explanation is 
that substance use affects the symptoms of the disorders in different ways.  The primary 
symptoms of psychotic disorders are difficulty with thought content and perceptual 
disturbances.  It can be speculated that substance use may act as a protective factor with 
these individuals in terms of aggression in that, certain substance use may improve 
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difficulties with attention, cognition, and information processing and others may mute 
confusion, fear, and perceptual disturbances.  On the other hand, the primary components 
of affective disorders are mainly changes in mood and impulse control, which may be 
affected by substance use in a different, more negative way.  Substance use in this case 
could heighten or depress mood further and affect the decision making process.  This 
information may also raise questions regarding how substance use relates differently to 
psychiatric diagnoses when considering the distinct outcomes of violence and aggression.  
Furthermore, future research may investigate the effects of different types of substance 
use and aggression in those with mental disorder.  Yet, in the current study, it must be 
noted that the greatest number of participants with affective disorder were non-violent 
and did not use substances (n = 191), consistent with previous literature suggesting 
relatively few people with mental disorder commit violent acts (Link et al., 1992; 
Monahan et al., 2001; Swanson et al., 1990).   
Finally, regardless of significant relationships, overall small effect sizes may 
suggest that diagnosis is not a strong contributing factor to the propensity for minor 
aggression among those with mental disorder.  Although some researchers have 
considered diagnosis as an influential risk factor for different levels of aggression, the 
present study suggests that it may be less important than other possible factors when 
considering minor acts of aggression. 
Limitations 
The current study is limited in a number of ways, which should be considered 
when interpreting the findings.  The data analyzed in this study were drawn from a 
database archived by researchers who conducted the MacArthur Violence Risk 
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Assessment Study (Monahan et al., 2001).  Although this specific study included a large 
number of participants across multiple areas, it is limited because of its archival and 
retrospective nature.    The current interpretations of the results rest on the assumption 
that the information regarding aggressive acts during follow up periods was accurate.  
Possible limitations to this assumption are that, although self-reports have been found to 
be accurate in evaluating violence recidivism (Kroner & Loza, 2001), self-reports have 
also been criticized for underreporting violence (Fiske & Pearson, 1970), especially in 
interpersonal relationships (Gelles, 1978) and when reporters are in a state of lessened 
awareness (Scheifer, Buss, & Buss, 1978). 
Additionally, in the original study (Monahan et al., 2001), violence rates at the 20 
week follow-up were similar to the one-year prevalence rates when specifically looking 
at individual diagnoses.  Results indicated that the one-year prevalence rate of violence 
was 28.5% for those with depression, 22.0% for those with bipolar disorder, and 14.8% 
for those with schizophrenia.  Furthermore, at the 20 week follow-up period the 
corresponding violence rates showed a similar pattern in that those with depression had 
the highest rates of violence, followed by those with bipolar, and schizophrenia (18.8%, 
15.2%, and 8.1%, respectively).  Therefore, although the current study only evaluated the 
aggregate of incidents over the entire one year period, it can be suggested that the same 
pattern would exist when looking at level 2 aggression; however, it may be possible that 
different patterns may emerge if evaluated on a 10 week basis.  Additional research may 
provide insight into how rates of aggression vary over time according to diagnosis.     
Additionally, it is clear that the co-morbidity of mental disorder and substance use 
is a risk factor for violence and aggression.  However, it is unclear whether the same 
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influences that affect an individual’s substance use may also increase their risk for 
participating in violent acts.  It cannot be inferred that a given characteristic is the cause 
for aggression, even when closely examining a subgroup of individuals.  As Monahan et 
al. (2001) state, “there is no single path in a person’s life that leads to an act of violence” 
(p. 142).  Therefore, other factors such as contextual difference in the environment or 
existing dynamic variables may confound the results.  
Implications and Future Research  
Research has identified a number of risk factors for violence among those with 
mental illness, and more generally, the importance of identifying those risk factors to 
manage and mitigate violence in the community.  However, in the past, the severity of 
violence was considered a priority for research.  The absence of studies investigating the 
relationship between mental disorder and lesser aggressive acts is troubling, considering 
the high rate of prevalence of aggression and the inherently problematic nature of the 
behavior. 
Furthermore, the lack of understanding of lesser forms of aggression may also 
have clinical implications, particularly affecting legal decision-making and commitment 
processes.  It is possible that the identified less serious acts of aggression are funneling 
those with mental disorder unnecessarily into the legal system.  More clearly 
distinguishing the type of violence may allow the courts to more accurately evaluate 
alternate decisions regarding civil commitments or allowance into jail diversion 
programs.  Additionally, if these identified behaviors are targeted early, it allows for the 
development of suitable interventions.   
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The current study attempted to determine if diagnosis was a risk factor for minor 
aggression in those with mental disorder.  Although the results suggested that diagnosis 
did not affect the rate of aggression, it did contribute to the likelihood to commit 
aggressive acts.  Additionally, substance use significantly contributed to this likelihood.  
Although the results of this study were viewed as preliminary findings regarding minor 
aggression and may provide additional information when creating a risk assessment 
profile, the current study did not examine the predictive relationship between risk factors 
and minor aggression.  Future research may be useful in considering this relationship.   
Lastly, this study provides further evidence for the concept that former psychiatric 
patients are a heterogeneous group of individuals with respect to aggression in the 
community, and the operationalization of these constructs affects the identification of 
predictors.  Such identification, an important component of risk assessment, provides 
useful information for clinical and legal decision-making—but only when it is accurate.      
Conclusions 
 The results from the current study suggest that the relationship between mental 
disorder and minor aggression is similar to that of violence: affective disorder alone and 
with co-occurring substance use pose a significantly greater likelihood for aggression, but 
do not significantly affect the rate of aggressive acts.  The lack of studies investigating 
the relationship between mental disorder and lesser aggressive acts is troubling, 
considering the high rate of prevalence of aggression and the inherently problematic 
nature of the behavior.  Future research may usefully focus on additional domains 
containing risk factors for minor aggression.   
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Table 1: Category of Diagnosis and Presence of Level 2 Aggression 













Count 91 270 13 131 505 
Percentage 18.0% 53.5% 2.6% 25.9% 100.0% 
Total 
Count 245 598 21 272 1136 
Percentage 21.6% 52.6% 1.8% 23.9% 100.0% 
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Figure 4: Diagnosis and Substance Use Among those who Committed Level 2 Violence 
       
 
       
 
 
